Individuals with serious mental illness and veterans are two populations at elevated risk for suicide; however, research has not examined whether veterans with serious mental illness may be at higher suicide risk than nonveterans with serious mental illness. Additionally, overlapping risk factors for suicide in these populations may account for differences in suicide-related outcomes between these groups. Therefore, the aim of this study was to identify differences in death ideation and suicide ideation among veterans and nonveterans with serious mental illness. We also aimed to explore these effects after adjusting for potentially shared risk factors. We found that veterans with serious mental illness reported death ideation and suicide ideation more than twice as often as nonveterans with serious mental illness. After adjusting for demographic, psychiatric, and theory-driven risk factors, the effect of veteran status on death ideation remained significant, though the effect on suicide ideation was no longer significant. Depressive and psychotic symptoms were significant predictors of death ideation; depressive symptoms and hostility were significant predictors of suicide ideation. Clinicians should particularly monitor death ideation and suicide ideation in veterans with serious mental illness, as well as associated clinical risk factors such as depression, psychotic symptoms, and hostility.
military service members include age (either older or younger), gender (male), marital status (divorced/widowed/separated), somatic symptoms, impulsivity (e.g., angry outbursts), and symptoms or presence of mental health diagnoses (i.e., mood disorders, anxiety, schizophrenia). These guidelines also note that a sense of belonging and good self esteem, among other variables, are protective against suicide risk in this population (VA & DoD, 2013) .
These protective factors align with the interpersonal theory of suicide (Joiner, 2005; Van Orden et al., 2010) . This theory states that thwarted belongingness and perceived burdensomeness create the desire for suicide (Joiner, 2005) . Thwarted belongingness includes lack of reciprocal caring relationships in which one feels that he or she belongs; perceived burdensomeness is the belief that one is a liability or burden to others and is indicated by low self-esteem and feeling ineffective. The importance of perceived burdensomeness and thwarted belongingness as risk factors for suicide ideation has been found in multiple samples, including older adults and veterans on an inpatient psychiatric unit (e.g., Jahn, Poindexter, & Cukrowicz, 2015; Monteith, Menefee, Pettit, Leopoulos, & Vincent, 2013) .
Collectively, these findings indicate that individuals with SMI and veterans are at high risk for suicide-related outcomes (e.g., Angst et al., 1999; Hawton et al., 2005 ; VA Office of Suicide Prevention, 2016). Additionally, many of the known risk factors for suicide (e.g., age, gender) in these two populations overlap. Furthermore, veterans' demographic characteristics are different from the United States population (i.e., the veteran population includes a greater proportion of males than the national average and is older than the national average; National Center for Veterans Analysis & Statistics, 2016) . Therefore, veterans with SMI may be at particularly elevated suicide risk because of these differences and the potentially additive effects of veteran status and SMI diagnosis. In fact, veterans with diagnoses of schizophrenia, bipolar disorder, or depressive disorders are at significantly higher risk for suicide than veterans without a psychiatric diagnosis (Ilgen et al., 2010) ; however, research has not compared veterans and nonveterans with SMI in terms of suicide risk. Additionally, no studies have examined potential risk and protective factors (e.g., psychiatric symptoms, demographics, belonging) that may account for differences in suicide-related outcomes between veterans and nonveterans with SMI. Identifying potential explanatory variables is critical for providers of mental health services, as these variables may be important to identify and address to reduce suicide rates.
Therefore, the purpose of this study was to assess differences in suicide ideation and death ideation between veterans and nonveterans with SMI. Suicide ideation is defined as thoughts of wanting to kill one's self or die by suicide, whereas death ideation is defined as thoughts of death or wanting to die without explicit thoughts of suicide. Research has shown that these constructs are separate, though related, and death ideation may be up to twice as prevalent as suicide ideation (Scocco & De Leo, 2002) . We selected suicide ideation as an outcome because it has been consistently linked to death by suicide (e.g., Hor & Taylor, 2010; Wenzel et al., 2011) . Additionally, rates of suicide ideation are elevated in both veterans (Smith et al., 2016) and individuals with SMI (e.g., Hor & Taylor, 2010) .We chose to also include death ideation as an outcome because research indicates that death ideation is as important as suicide ideation in terms of risk for negative outcomes, such as death by suicide, suicide attempts, and severity of suicide ideation. Szanto et al. (1996) found that individuals with death ideation did not differ significantly from those with suicide ideation in terms of previous suicide attempts, severity of previous suicide ideation, hopelessness, or depressive symptoms. Additionally, both suicide ideation and death ideation have been documented at similar rates in medical records of individuals who died by suicide, upon case review (L. Berman, personal communication, April 28, 2016) .
Additionally, we sought to examine whether risk and protective factors accounted for any identified differences in suicide ideation and death ideation. The differences in demographic characteristics between veterans and nonveterans, as well as the overlapping risk factors in these groups, suggest that identified differences by veteran status may be due to other risk or protective factors. Previous research has found strong support for the interpersonal theory of suicide and for depressive and anxious symptoms as risk factors for suicide ideation in both veterans and individuals with SMI. Thus, we expected that depressive symptoms, anxiety, and indicators of thwarted belongingness and perceived burdensomeness would be significant predictors of suicide-related outcomes. We hypothesized that veterans with SMI would report greater suicide ideation and death ideation than nonveterans with SMI. We then conducted exploratory analyses to assess the influence of veteran status on these outcomes after adjusting for other known risk factors (i.e., demographic characteristics, psychiatric symptoms, and indicators of thwarted belongingness and perceived burdensomeness). We anticipated that depressive symptoms, anxiety, and indicators of thwarted belongingness and perceived burdensomeness would be significant predictors of each outcome. We did not generate specific a priori hypotheses regarding the significance of veteran status after adjusting for other risk factors because of a lack of literature on which to base hypotheses.
Method Participants
Baseline assessment data from two concurrent randomized controlled trials (RCTs) of Ending Self-Stigma were utilized in the present study (Lucksted et al., 2011) . Ending Self-Stigma is a psychoeducational intervention which aims to decrease internalized mental illness stigma and its effects among adults with SMI. Baseline data were collected prior to participants' randomization or assignment to study groups, so the intervention did not bias data collection or responses. Conclusions about causality among the variables of interest cannot be determined because of the crosssectional nature of the data. Participants (N ϭ 516) were adults with SMI recruited from five community-based psychosocial rehabilitation programs, and mental health programs in three large Veterans Affairs (VA) medical centers. Participants were majority male (73.3%), African American (51.9%) or Caucasian (39.3%), unmarried (89.1%), and unemployed (92.6%). The mean age was 48.9 years (SD ϭ 11.7) and most participants had at least a high school education (80.4%). Approximately half of the sample was living in a supervised living facility (45.8%). Psychiatric diagnoses included the following: schizophrenia (28.1%), schizoaffective disorder (23.7%), bipolar disorder (including bipolar I disorder and bipolar II disorder; 13.2%), major depressive disorder with psy-chotic features (6.5%), major depressive disorder (other than with psychotic features; 4.6%), and other psychotic disorders (e.g., unspecified schizophrenia spectrum or other psychotic disorder, 2.2%). A little more than half of the participants were veterans (50.6%), which included 247 veterans recruited from the VA sites, and 14 veterans recruited from the community sites.
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Recruitment and Consent Procedures
Participants were recruited through clinician referrals, recruitment flyers posted in participating clinics, and verbal invitation at program community meetings. At the VA sites, participants were also recruited from review of clinic and program rosters; a partial HIPAA waiver was obtained to allow review of charts to confirm eligibility. Potentially eligible participants identified through chart review were approached in-person at appointments or sent letters regarding the study. A trained research assistant screened all interested individuals. Eligible individuals for both studies included consenting consumers between 18 and 80 (for VA) or 90 (for community) years of age diagnosed with SMI, who were willing and able to participate in all aspects of the study. Though the upper age limits differed, the oldest participant enrolled at either site was age 76. At the VA sites, eligibility criteria also included a chart diagnosis of schizophrenia, schizoaffective disorder, bipolar I or II disorder, or major depressive disorder with psychotic features. In the community study, individual chart diagnosis was not used for eligibility. Rather, the involved programs serve adults meeting Maryland's "severely mentally ill priority population" definition, which requires a diagnosis of schizophrenia, bipolar disorder, recurrent major depressive disorder, schizotypal or borderline personality disorder, or another delusional or psychotic disorder, with documented functional impairments (Maryland Department of Health and Mental Hygiene, 2008) . Exclusion criteria at both sites included a documented history of severe or profound intellectual developmental disorder. Eligible participants provided written informed consent, preceded by a brief assessment to verify study comprehension. All study procedures for the two concurrent RCTs were approved by the appropriate institutional review boards. Procedures to combine baseline data from the two RCTs were approved by the University of Maryland Baltimore Institutional Review Board.
Measures
Demographic and clinical characteristics. Demographic information, including age (in years), sex (1 ϭ male, 0 ϭ female), veteran status (1 ϭ veteran, 0 ϭ nonveteran), and relationship status (1 ϭ currently married, 0 ϭ not married), was collected from all participants via interview. Additionally, information regarding education, race/ethnicity, living situation, and employment status was also collected. Mental health diagnosis was recorded from the participant's clinical record. In this study, age, gender, and marital status were used as covariates in the exploratory analyses, and veteran status was used as the predictor. We grouped all SMI diagnoses together in our study to better power analyses, though we were then unable to detect potential differences in the analyses based on diagnosis.
Brief Symptom Inventory (BSI). The BSI is a multidimensional symptom inventory derived from the Symptom Checklist-90-Revised (Derogatis, 1993) . The BSI is comprised of a list of 53 symptoms; participants were asked to rate how distressed they were by each symptom over the past 7 days using a 5-point scale ranging from not at all to extremely. BSI items load onto nine symptom dimensions (somatization, obsession-compulsion, interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation, and psychoticism); raw means for each of these symptom dimensions were calculated. In the calculation of the Depression subscale score, the suicide ideation item was removed. Each of these subscales was then used as a covariate in the exploratory analyses. At initial validation, each subscale evidenced strong internal consistency reliability and 2-week test-retest reliability (Derogatis & Melisaratos, 1983) . Subscales also had good convergent and divergent validity based on correlations with other established measures (Derogatis & Melisaratos, 1983 ). In the current sample, Cronbach's alphas were 0.80 for the somatization subscale, 0.85 for the obsession-compulsion subscale, 0.71 for the interpersonal sensitivity subscale, 0.86 for the depression subscale (with the suicide ideation item removed), 0.84 for the anxiety subscale, 0.73 for the hostility subscale, 0.80 for the phobic anxiety subscale, 0.71 for the paranoid ideation subscale, and 0.70 for the psychoticism subscale.
In the present study, BSI item 39 ("Thoughts of death or dying") was used as a measure of death ideation. BSI item 9 ("Thoughts of ending your life") was used as a measure of suicide ideation. Both were included as dependent variables. Responses on these items were dichotomized into no ideation versus any ideation (i.e., "Not at all" vs. any endorsement of the symptom). Though the use of single item assessments of suicide ideation and death ideation is a limitation of the study, as is the dichotomizing of responses, many other studies have used single item measures of suicide ideation and found such assessment to be valid. Single items from larger psychiatric symptom inventories have been significantly associated with comprehensive suicide ideation assessments (Desseilles et al., 2012) , as well as number of previous suicide attempts (Desseilles et al., 2012) and death by suicide (Brown, Beck, Steer, & Grisham, 2000) . Of additional note, it is also possible that participants may have interpreted these single items in different ways; for example, some respondents may have endorsed thoughts of death or dying that related to developmentally appropriate preparations for death with age or diagnosis of a chronic health condition, as opposed to an immediate desire for death. Despite these limitations, single item measures of suicide and death ideation appear to be a valid assessment of these two suicide-related outcomes.
General Self-Efficacy Scale (GSES).
The GSES measures the degree to which the respondent perceives him or herself as capable of attaining goals, overcoming challenges, and performing well on tasks. Respondents rate 8 items on a 5-point response scale; responses are averaged to produce an overall score. The GSES has strong psychometric properties, performing favorably when compared to other measures of the same construct (Chen, Gully, & Eden, 2001; Scherbaum, Cohen-Charash, & Kern, 2006 ). Cronbach's alpha was 0.89 in this study, indicating good internal consistency reliability. Self-efficacy was used as an indicator of perceived burdensomeness (a covariate in the exploratory analyses), as Joiner (2005) posited that perceived burdensomeness was the opposite of feeling effective. Though this measure has not been validated in conjunction with the Interpersonal Needs Questionnaire (INQ; Van Orden, Cukrowicz, Witte, & Joiner, 2012) , the measure traditionally used to assess perceived burdensomeness, we selected it for use based on its theoretical link to perceived burdensomeness (Joiner, 2005) .
Self-Esteem Rating Scale-Short Form (SERS).
The SERS is a self-report scale that measures self-esteem, with high reliability and evidence of construct validity (Nugent, 2004; Nugent & Thomas, 1993) . In the present study, we used the short form of the SERS, in which respondents must rate 20 statements regarding how they feel about themselves (e.g., "I feel that I am a very competent person") on a 7-point response scale. Responses are summed to produce an overall score; higher scores are indicative of higher self-esteem. Internal consistency reliability was strong in this sample (Cronbach's alpha ϭ 0.92). Self-esteem was entered as a covariate in the exploratory analyses and was also used as an indicator of perceived burdensomeness, as Van Orden et al. (2010) noted that low self-esteem was an indicator of the self-hatred component of perceived burdensomeness. Again, this measure has not been examined in relation to the INQ perceived burdensomeness subscale (Van Orden et al., 2012) , but was selected based on its relationship with perceived burdensomeness posited by Van Orden et al. (2010) .
Sense of Belonging Instrument (SOBI).
The SOBI is a 32-item measure with a 4-point response scale. In the present study, we used the 18-item SOBI-P subscale, which measures the psychological experience of belonging with high construct validity and test-retest reliability (Hagerty & Patusky, 1995; Sargent, Williams, Hagerty, Lynch-Sauer, & Hoyle, 2002) . SOBI-P scores represented thwarted belongingness, with higher scores indicative of less thwarted belongingness (i.e., greater belonging). Internal consistency reliability, calculated through Cronbach's alpha, was 0.93. Scores were entered as a covariate in the exploratory analyses. The SOBI-P has not been correlated with the INQ thwarted belongingness subscale (Van Orden et al., 2012) but was used as a measure of thwarted belongingness because it assesses the psychological sense of belonging, consistent with Joiner's (2005) description of thwarted belongingness.
Data Analysis
Two logistic regression analyses were performed to test the primary hypothesis in the present study. In the first analysis, death ideation was the outcome variable; in the second analysis, suicide ideation was the outcome variable. Veteran status was entered as the predictor in both analyses. We then conducted exploratory analyses using two series of logistic regressions to examine the influence of veteran status after adjusting for other risk factors. The outcome variables for each series were the same as for the primary hypothesis tests. We then entered sets of predictor variables into the model in the same order for both series of regressions. Veteran status was entered as the first predictor, followed by a set of demographic predictors (age, gender, marital status). The third set of variables entered was the nine BSI subscales. Finally, GSES, SERS, and SOBI-P scores were entered in the last step, as indicators of the constructs in the interpersonal theory of suicide. All continuous predictors, with the exception of age, were standardized prior to entry into the model; age was centered at the mean. We did not formally test mediation in this study to identify which variables may mediate relations between veteran status and suicide-related outcomes, as we did not have a specific directional hypothesis regarding potential mediators; such an analysis may be a direction for future research.
Results
Zero-order correlations between variables of interest are presented in Table 1 . Descriptive statistics for all variables are displayed for the total sample and by group (veterans vs. nonveterans) in Table 2 . In our sample, 14.3% of veterans with SMI and 6.7% of nonveterans with SMI endorsed suicide ideation. Additionally, 38.8% of veterans with SMI and 18.0% of nonveterans with SMI reported death ideation.
Death Ideation
In the first regression model, which was unadjusted (see Table  3 ), veterans had an almost threefold greater odds of endorsing death ideation compared with nonveterans. Our exploratory analyses indicated that veteran status remained a significant predictor of death ideation, even when all other predictors were entered into the model. Depressive and psychotic symptoms also emerged as significant predictors. Indicators of thwarted belongingness and perceived burdensomeness (i.e., belonging, self-efficacy, and selfesteem) were not significant predictors.
Suicide Ideation
In the second regression analysis (see Table 4 ), veteran status was a significant predictor of suicide ideation in the unadjusted model, with veterans having more than twofold greater odds of endorsing suicide ideation as nonveterans. Additionally, veteran status remained a significant predictor of suicide ideation when demographic factors were entered into the model. However, when psychiatric symptom subscales were entered into the model, veteran status was no longer a significant predictor of suicide ideation; depressive symptoms and hostility were the only significant predictors. Once again, belonging, self-efficacy, and self-esteem were not significant predictors.
Discussion
Our aim was to identify differences in death ideation and suicide ideation between veterans and nonveterans with SMI, to inform mental health professionals' decisions regarding levels of suicide risk and appropriate management of risk. We found that there were Table 1 Correlations and Descriptive Statistics differences in both suicide ideation and death ideation by veteran status; the rates of suicide ideation and death ideation among veterans with SMI were more than double those among nonveterans with SMI. In our exploratory analyses, veteran status, depressive symptoms, and psychotic symptoms were significant predictors of death ideation even after adjusting for other risk factors. These findings suggest that being a veteran is uniquely associated with the presence of thoughts of death or dying. Depressive and psychotic symptoms are also associated with these thoughts. When examining suicide ideation as an outcome, veteran status was no longer a significant predictor of suicide ideation after adjusting for psychiatric symptoms. Depressive symptoms and hostility were significantly associated with suicide ideation in the fully adjusted model.
These findings are generally consistent with existing literature, which suggests that depressive symptoms and psychotic symptoms are important risk factors for suicide among individuals with SMI and among veterans (e.g., Angst et al., 1999; Hawton et al., 2005; Hor & Taylor, 2010; VA & DoD, 2013) . Interestingly, hostility also emerged as a strong predictor of suicide ideation in our analyses, which has not been examined thoroughly in individuals with SMI. However, hostility has been identified as a suicide risk factor in other populations (e.g., Zhang et al., 2012) . Additionally, clinical guidelines suggest that impulsive behaviors (e.g., angry outbursts) are risk factors (VA & DoD, 2013) . Angry outbursts may be not only an indicator of impulsivity, but also potentially of hostility. However, we also did not find support for the interpersonal theory of suicide (Joiner, 2005; Van Orden et al., 2010) . None of the indicators of perceived burdensomeness or thwarted belongingness were significantly associated with suicide ideation or death ideation, which is inconsistent with previous studies (e.g., Jahn et al., 2015; Monteith et al., 2013) . The indicators may not have fully assessed the constructs as proposed in the theory, or the theory may not be as relevant to suicide ideation among individuals with SMI.
There are numerous clinical implications of this study that can support clinicians in their suicide risk assessment and decisions regarding levels of risk. Identifying the specific reasons why veterans with SMI reported death ideation more often than nonveterans with SMI was beyond the scope of this study. However, clinicians should assess for death ideation and suicide ideation in both veterans and nonveterans with SMI given the relatively high rates of death ideation and suicide ideation found in this study. It is especially critical to assess for death ideation among veterans with SMI, as they had higher rates of death ideation than nonveterans with SMI. There is a common belief in mental health that death ideation does not convey the same level of risk as suicide ideation. Yet, research suggests that there are not differences between death ideation and suicide ideation in terms of previous suicide attempts or current hopelessness (Szanto et al., 1996) , nor in terms of death by suicide (L. Berman, personal communication, April 28, 2016) . As such, assessment of death ideation should be done as part of every suicide risk assessment, in addition to a thorough assessment of suicide ideation. The high rates of suicide among veterans and individuals with SMI (Angst et al., 1999; Hawton et al., 2005; Hor & Taylor, 2010; VA Office of Suicide Prevention, 2016) indicate that a comprehensive suicide risk assessment should be done at the initial visit of every client who is a veteran or has an SMI diagnosis. Comprehensive suicide risk assessments should include questions about death ideation (e.g., "Are you having thoughts about your own death or wanting to die?"), and any reports of death ideation should be taken as seriously as suicide ideation (Szanto et al., 1996) . Assessment of suicide ideation (e.g., "Are you having thoughts of killing yourself or thinking about suicide?") should also occur. Though we were unable to identify reasons for the particularly high rates of death ideation among veterans with SMI, clinicians may benefit from exploring potential reasons for this with individual clients, though additional research is needed to confirm the utility of this approach. It is possible that veteran status may be associated with unique experiences or beliefs that confer greater risk for death ideation. For example, given the focus in the popular media on veteran suicide (e.g., Philipps, 2015) , it may be the case that veterans identify with the veterans covered in these media stories, which then increases their own thoughts of death. Alternatively, it may be that military experience itself increases death ideation among veterans. For example, veterans were trained to handle and use firearms during basic training, may have been exposed to combat in which they witnessed death (e.g., seeing other service members or enemy combatants die), and may have considered the possibility of their own death during their military service. Therefore, thoughts of death or wishes to die may occur more often during times of crisis because veterans have habituated to such thoughts. Additionally, death ideation may differentially serve as a coping mechanism for veterans. Veterans may experience death ideation as a way to cope with pain or difficulties more often than nonveterans, perhaps in part because of their previous military experiences. These various reasons may suggest different approaches for addressing death ideation. Future studies could assess the effectiveness of introducing other coping skills that can replace death ideation (e.g., dialetical behavior therapy, which focuses on replacing maladaptive coping strategies with more effective and adaptive coping skills; Linehan, 1993 ; cognitive restructuring techniques used to reframe thoughts that he or she is similar to veterans who have died by suicide). Similarly, additional work may examine the role of cognitive therapy in reducing risk factors that contribute to their death ideation (Substance Abuse & Mental Health Services Administration, 2014; Tarrier & Taylor, 2014; Young, Rygh, Weinberger, & Beck, 2014) or suicide risk (Brown, Henriques, Ratto, & Beck, 2002) , as well as other options to reduce suicide risk, including problem-solving therapy (Stewart, Quinn, Plever, & Emmerson, 2009 ) and the collaborative assessment and management of suicidality (Jobes, 2006) .
Future work should also investigate other clinically relevant issues regarding suicide risk among veterans and individuals with SMI. Studies should investigate how ongoing assessment of suicide risk influences the identification and monitoring of suicide risk, as well as treatment decisions. For example, a one-time assessment, even if a client denies suicide or death ideation at that initial assessment, may not be sufficient to monitor and manage suicide risk. Additionally, research should explore how direct versus indirect language in assessment affects clients' responses and determinations of risk level.
The goal of our study was to examine differences in suiciderelated outcomes among veterans and nonveterans with SMI, to inform mental health professionals' decisions regarding levels of suicide risk and appropriate management of risk. Our findings, which suggest that veterans with SMI have higher rates of suicide and death ideation than nonveterans with SMI, indicate that clinicians should particularly monitor and intervene upon these suiciderelated outcomes in veterans with SMI, as well as associated clinical risk factors such as depression, psychotic symptoms, and hostility. In sum, it appears that questions about both death ideation and suicide ideation should be part of comprehensive and ongoing suicide risk assessments. Cognitive strategies may be effective for addressing suicide risk directly, as well as the risk factors identified in this study.
